MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63~-009371

PEPARTMENT OF PUBLIC HEALTH AND WHLFARE Y& -
B I j STATE £7LE NUMBER

Registration Distriet No. _.3_1.8 i Registration Dim}mq-_-—.-ﬂécimsr'a No. .
DO NOT WRITE - T . ! ) )
ON THIS $TUB AMENDED i ~

2. USUAL RESIDENCE (Where deteased lived. If I';\lﬁ'uﬁOhI Residence before

8. COUNTY a. STATE mamri b. COUNTY St IDu admission)
- .
b. CITY (If outside corporate [imits, give TOWNSHIP only} Length of stay in 1b c. CITY . Inside Limits

90N 8t. Louis : A 19w Lemay Yes } No [

. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET If cutside, give | o 5 .
HOSPITAL OR ADDRESS (If cutside, give location} Reside onFarm

iNstuTion. Jewish Hospital Yes (X No [ 8418 Tennessee Yer' 3 No X

. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF .

Albert J. Schwarts PEAH February 23, 1963

. SEX 6. 'COLOR OR RACE 7. Married [X Never Married [J Iz f TE /QF BIRTH | 5 AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
1

VS 300
Rev. 4/59

DATE AMENDED

bl

- | O

A
Male White Widowed [ Divorced 3 19 1901 6l MomhsJ Days | Hours | Min.
—USUAL GCCUPATION (Give Kind of work done | 105, KIND OF BUSINESS OR INGUSTRY| 71 BIRTHPLACE (Cify and stals of country) | 12. CITIZEN OF WHAT COUNTRY

TELIF AP " o Fried | Internal Reverme St. Louis, Missouri U.S.A,

. FATHER'S NAME 13b. MOTHER'S-MAIDEN NAME 14. NAME GOF HUSBAND OR WIFE

Joseph Schwarts Anna Vleck Anna
15. WAS EECEMED @VER IN U.5. ARMED FORCES? 14 _SNC1A1 SECLIRITY Bacy 17. |NF_°RMANT Address
{Yes, nwg unknewn) | (if yas, giyﬁsg dates of serv A Schwarts &18 Tennéasee, Lemay, Mo.
18. CAUSE OF DEATM (Enier only one cause per lin INTERVAL BETWEEN
AR

T 1, DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (2) M S xWe
Conditions, i sny, DUE TO (b} C_C,l b /éﬂ M_‘

wbl:aich gave r!n(t;: .

sbove cause (a),

stating the under- /
. lest.]  DUETO o) / §/-6

lying cause

ol | &

:

N

0| =

—
(=

DOCUMENT

FART 1. ‘OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART (11, If deceased was_ famale was
. disease condition given in PART | (a} ) there a pregnancy in last 90 days.

) B - R L L 1 lﬁ\fa;_l O No J_Ij Unknown

19, 'WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE "20h. DESCRIBE HOW INJURY OCCURRED, {Enter naturs of injury in PART | or PART Il of item 13.}
PERFORMED? @]
YES O3 NOK . .

—20¢. TIME-OF — " Hour™ — Month, Day, Year ) B .
INJURY "

» ~= B - - k-

RED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN; OR LOCATION COUNTY STATE
9. wrjlﬂREYA?c\gg%K [m) tarm, factory, street, office bidg., atc.) -

NOT WHILE AT WORK 11 Y 6 B
o 1 JLM_G;_B nd last saw :i',:alivc on_&&gL,——l ? ‘J

19£L 3% : hd m on the dete stated sbove, end fo the best of my knowledge, from the causes. stated.
it

MEDICAL CERTIFICATION
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USE BLACK INK
OR |
TYPEWRITER RIBBON

[Degres or titie) 22h. ADDRESS f lc.;cﬂe SIGNED
Y 14 19 e g Cok |2/25/63
TE 9c. NAJE OF CEMETERY OR CREMATORY ¢ @ [ 23d. LOCATION (City, tovn, or county] - {State)

b,
Feb. 26,1963 | Resurrectlion Cemetery "

e
' A 3 D, BY LOCAL REG.
z.b :U% meec o, RESS 25F EAéE Récs 1963

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




i STATEMENT. BY LICENSED EMBALMER
t

1 hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student,Embaimer No.

working under my personal supervision,

Student

Signature of $iodent Embalmer
s

A . Licensed Embalmer No 35/7/

-,

P. O. Addres : =

+

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITI?"IG. (Failure to comply
with the above constitutes grounds for revocation of license). -

2+ W.embalmed by a-STUDENT, he. also.shall sign in his OWN handwriting. . .
If this body is not embalmed, fact should be so stated above. o
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